A 69-year-old patient developed a localised, whitish, elevated, corneal lesion with a smooth and glistening surface following trauma, without evidence of corneal perforation. Twelve months later, the lesion showed evidence of slow growth. An excisional biopsy was then performed. Histopathologically, the lesion was covered by non-keratinised squamous epithelium and was comprised of randomly oriented collagen fibres containing active fibroblasts. Blood vessels were noted deep in the lesion. Ultrastructurally, the cell population was formed by fibroblasts and myofibroblasts, similar to keloids of the skin. The clinical, pathological, and ultrastructural features of the corneal lesion are compatible with a corneal keloid. (BrJ7 Ophthalmol 1994; 78: 568-571) Corneal keloids are rare lesions that can develop in cases of corneal insult. 1-13 They can be present at any age and can appear as a single, solitary nodule or involve the entire corneal stroma. Keloids in general represent forms of hypertrophic scars produced by prolonged and excessive deposition of collagen and extend beyond the confines of the original trauma. 14 15
. Shortly afterwards, the lesion was entirely removed by superficial keratectomy and was found to be easily dissected from the remaining corneal stroma (Fig 3) . No evidence of a previous corneal perforation was noted, but the cornea was found to have superficial scarring. The postoperative course was unremarkable except for the cornea remaining mildly oedematous for about 6 months after surgery, without evidence of recurrence of a similar corneal lesion. 
Material and methods
The surgical specimen was a circular, densely opaque piece of firm tissue measuring approximately 8 mm in diameter and up to 2-5 mm in thickness at the centre. It was initially fixed in neutral buffered formalin. The specimen was then bisected, and one half was processed for paraffin embedding, sectioned, and examined by light microscopy. The other half of the specimen was postfixed in 1% osmium tetroxide for 2 hours, and processed for electron microscopy.
Results

PATHOLOGICAL EXAMINATION
Light microscopy Examination of the paraffin sections and thick plastic sections revealed fibrous tissue covered by non-keratinised squamous epithelium (Fig  4) . Bowman's layer was absent, and both stroma and epithelium were oedematous. The lesion was composed of active fibroblasts and loosely arranged collagen. The basal part of the excised tissue stroma stained metachromatically with crystal violet. This basal, amyloid-like deposit TO:. The fibroblasts were oval or, more commonly, slightly elongated. Characteristic features of most fibroblasts were fibrillar cytoplasm, well developed rough surfaced endoplasmic reticulum, numerous mitochondria, and one, sometimes two, prominent nucleoli (Fig 7) . In many fibroblasts, the rough surfaced endoplasmic reticulum was markedly dilated and contained homogeneous, medium density material, occasionally intermingled with electron dense bodies or granules. Intracellular collagen was detected also in some fibroblasts in which microfibrils were situated within membrane bound tubular structures in the cytoplasm. Fibroblasts with dilated rough surfaced endoplasmic reticulum and glycogen storage were detected mostly in the anterior half of the stroma. Frequently seen were myofibroblasts (Fig 8) that incorporated subplasmalemmal tracts of filaments-less than 4 nm in diameter and parallel to the long axis of the cell, with focal densities along their length. Moderate numbers of macrophage-like cells and few lymphocytes were also seen in the stroma.
Discussion
The term keloid has classically been used in the dermatologic literature to describe bulky scars at the site of injury.'7 They are indistinguishable from hypertrophic scar by histological examination but clinically hypertrophic scars flatten spontaneously in the course of one to several years, while keloids persist and may even extend beyond the site of injury. 4 
